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1078–5Introduction. We report a case of acute pancreatitis complicating an endovascular abdominal aortic aneurysm repair
(EVAR).
Report. A seventy three year old man underwent an EVAR and developed acute onset epigastric pain, followed by mottling
of the upper abdominal wall. A raised amylase confirmed the diagnosis of acute pancreatitis.
Discussion. To our knowledge this is the first report of this complication of EVAR.
 2007 European Society for Vascular Surgery. Published by Elsevier Ltd. All rights reserved
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Endovascular aneurysm repair (EVAR) for abdominal
aortic aneurysm is associated with a number of possi-
ble complications, including stent migration, fracture
or occlusion, endoleaks of various types and dilation
of the neck following repair.1,2 We report a case of
pancreatitis as a complication of EVAR, with sudden
onset of symptoms during the procedure.Report
A 73 year old man presented with shortness of breath
having undergone an aortic valve replacement for ste-
nosis and right coronary artery bypass three weeks
earlier. An abdominal aneurysm was palpable on clin-
ical examination and an ultrasound scan confirmed
a 9 cm aortic aneurysm. A computed tomography
scan showed the aneurysm to be suitable for endovas-
cular repair, with mild calcification of the supra-renal
aorta but no atheroma or mural thrombus, and thissponding author. Mr. Alan James, East Sussex Hospitals NHS
General & Vascular Surgery, Kings Drive, Eastbourne, East
BN20 7DH, United Kingdom, UK.
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884/000310+ 02 $34.00/0  2007 European Society for Vasculawas arranged. The patient had an open cholecystec-
tomy more than twenty years prior to this and did
not drink alcohol.
The EVAR was performed under epidural anesthe-
sia. A Terumo guidewire was used for initial catheter-
ization, followed by a Meier wire (Boston Scientific)
for device deployment. The femoral arteries were cal-
cified and the iliac vessels were seen to be tortuous;
however the procedure was straightforward and the
device (Talent, Medtronic) was placed without diffi-
culty. Iliac extensions were used on both sides. During
placement of the first iliac extension the patient
became restless and complained of severe epigastric
pain. A general anaesthetic was administered, the
procedure was completed and angiography demon-
strated the stent to be well placed with no endoleak.
The total load of contrast used was 185mls of Omni-
paque (240 mg/ml).
A mottled appearance to the upper abdominal wall
was noted and arterial blood gas analysis revealed
a raised lactate of 2.90 mmols/l. A CT scan was ar-
ranged immediately. This demonstrated no free fluid
or apparent problem with the aneurysm. There was
no evidence of micro-emboli in the liver, spleen or
kidneys. The patient was transferred to the intensive
care unit for further assessment and management.
Blood tests sent from ITU the following morningr Surgery. Published by Elsevier Ltd. All rights reserved.
311Pancreatitis as a Complication of EVARrevealed an amylase of 930 IU. Haemoglobin level
was unchanged from pre-procedure and the platelet
count was normal. Supportive management for
pancreatitis was commenced; inotropic support was
required for several days. Creatinine levels rose
from 100 to a peak of 265 at day 4 post procedure
and subsequently returned to normal. The patient
made a good recovery and was discharged home after
two weeks. The mottled appearance of the abdominal
wall resolved after 24 hours and the lactate returned
to normal in the same time period.Discussion
Pancreatitis has not previously been reported as
a complication of EVAR,1,2 but the sudden onset of
symptoms mid procedure with no previous history
of pancreatic problems indicates a causal relationship.
We would suggest that micro-emboli entering the
pancreatic circulation could be the provoking factor.
Two CT scans performed immediately post procedure
and seven days later showed no evidence of infarcts,
but this would not be expected with micro-emboli.
The mottled appearance of the abdominal wall
could also perhaps be explained by showering of
micro-emboli.
Intravenous iodinated contrast use is not associated
with pancreatitis. It has been suggested its use in
established pancreatitis may worsen the outcome,
though there is little evidence for this.3 Iodinated con-
trast is used in endoscopic retrograde choledochopan-
creatography (ERCP), though not into the vascular
system, and this procedure carries a risk of acutepancreatitis of around 3%. There have been two re-
ports of intravenous gadolinium for MRI causing pan-
creatitis.4 Open repair of abdominal aortic aneurysm
is associated with acute pancreatitis in 1% of cases,
rising to 5% in diabetics.5Conclusion
This is the first report of acute pancreatitis as a compli-
cation of endovascular aneurysm repair.References
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